The development of a large polycystic ovarian tumour completely outside the peritoneal cavity is a condition of such rarity that no 
tions, which I have had an opportunity of assisting at or observing with Dr Halliday Croom and the late Dr Angus Macdonald, I have seen nothing at all resembling this condition. The frequency of the extra-peritoneal development and growth of papillomatous ovarian tumours is well recognised by all authorities. In fact, this inter-ligamentous mode of growth of these tumours is now regarded as one of their marked characteristics, developing as they do from the remains of the Wolffian body at the lulus of the ovary, and one occasionally meets with examples of them. They usually, however, remain completely inter-ligamentous.
Doran states in his book on Tumours of the Ovary, Fallopian Tube, and Broad Ligament, that out of 700 abdominal sections at which he had assisted, twenty-four were for the removal of sessile cysts infiltrating the broad ligament, in many of which their origin could not be ascertained. They were certainly not papillomatous.
None contained glandular growths, and most were multilocular.
Several he believes to have been multiple simple broad ligament cysts, and two were apparently dermoids.
" Out of these twentyfour cases, a very large majority were ordinary multilocular cysts that had pushed apart the layers of the broad ligament, and often burrowed under the pelvic or even the parietal peritoneum." He further goes on to say, that " this is quite the exception in the case of such cysts, and appears to be the result of a rapid growth of the cystic elements in the parenchyma towards the hilum, but certainly peculiar dispositions of the peritoneum decidedly favour the anomaly." It is unlikely, and in fact it seems to be impossible, for a glandular cystoma to develop primarily at the hilus of the ovary, but it has still to be shown that papillomatous growths are the only pathological conditions which may take their origin in this region. Doran Through the courtesy of Mr Symington I have been able to investigate some of the relations of the pelvic peritoneum, and wo have both found that it is quite easy to separate the peritoneum from its loose attachment to the antero-lateral wall of the pelvis, and pass one's finger between the two layers of the broad ligament and touch the hilus of the ovary. Now, if a cystic tumour were to push its way between the folds of the broad ligament it may do one of two things,?either partially to separate the serous layers, which would then expand over the tumour as it grew ;1 or, passing entirely through between the layers of the broad ligament, may grow in any direction in the sub-peritoneal connective tissue. An excellent description of this will be found, by Howell, in Mann's American System of Gynecology, vol. ii. p. 1001.
The cystic part of the tumour in such cases acts as a fluid wedge very much as the amniotic sac in labour, splits up the layers of the broad ligament, and then pushes on in the direction of least resistance.
In those cases where the cyst grows forwards and upwards the resistance must be least in that direction, possibly from some abnormality in the disposition of the peritoneum. Such a course, however, as is well known, is by no means uncommonly followed by the burrowing of pus from the cavity of the broad ligament to a spot somewhere in the course of Poupart's ligament, or a little below it. After the cystic growth once reached the pelvic brim it could easily spread underneath the abdominal muscles, separating the peritoneum from the abdominal wall as it expanded, and reflecting a layer of peritoneum over the fundus uteri and bladder owing to the firmer attachment of the peritoneum to these organs, which would prevent it being peeled off them. In my case the solid portion of the tumour was down in the pelvis on the left side, whereas the cystic part was abdominal, thus quite coinciding with the opinion formed as to its mode of origin. In the report on the tumour it is noted that part of it appeared to be ragged and devoid of a glistening capsule. Now it was this ragged part which was enucleated from between the layers of the broad ligament, and which I believe to be the chief part of the diseased left ovary which I scraped away, leaving little behind but the layer of germ epithelium which intervened between my fingers and the peritoneal cavity. 
